Introduction
============

In 2015, the World Health Organization (WHO) published the first *World report on ageing and health*.[@R1] This was followed in 2016 by the World Health Assembly's adoption of a *Global strategy and plan of action on ageing and health*,[@R2] which provide a clear mandate for action across health and social care sectors. Both documents reflect a new conceptual model of healthy ageing that is built around the functional ability of older people to do the things they value, rather than around the absence of disease. At the same time, through the United Nations, Member States adopted the 2030 Agenda for Sustainable Development,[@R3] pledging that no one will be left behind and that every human being will have an equal opportunity to fulfil their potential with dignity.

These documents call for major reforms to health and long-term care systems and for a fundamental change in the focus of clinical care for older people. Instead of trying to manage an array of diseases and treat specific symptoms in a disjointed fashion, the *World report on ageing and health*[@R1] proposes prioritizing interventions that optimize older people's physical and mental capacities over their life course. This, in turn, requires a change in the way health and social services are organized: there should be more integration within the health system and between health and social-care services. In this paper we discuss WHO's approach to integrated health care for older people. However, the integration of health and long-term care systems is beyond its scope.

Importance of integrated health care
====================================

As people age, their health issues tend to become more chronic and complex, and multimorbidity -- that is the presence of multiple chronic conditions at the same time -- becomes the norm rather than the exception. Physical, sensory and cognitive impairments become more prevalent and older people can develop complex health states, such as frailty, urinary incontinence and an increased risk of falling. These health states cannot be placed in discrete disease categories. The risk of having multiple noncommunicable health conditions also increases with age and, if not properly addressed through robust care coordination, these conditions can lead to polypharmacy, hospitalization and death.

Providing care for older people with multiple health issues is commensurately complex. Numerous health workers may be involved with a single person's care, especially in countries where medical specialists are widely available. Yet many existing health systems manage health issues in a disconnected and fragmented way and there is a lack of coordination across care providers and settings and in the timing of the care provided. In one survey of older adults in 11 high-income countries, up to 41% reported problems with the coordination of care over the past two years.[@R4] Such fragmentation can result in health care that not only fails to adequately meet the needs of older people but also leads to substantial, avoidable costs, both for older people and for the health-care system.[@R5]

Older people often find it difficult to use health services even when they are available. In low- and lower-middle-income countries, older people use health services significantly less frequently than younger people despite suffering poorer health.[@R6]^,^[@R7] The greatest barriers to use appear to be the cost of health-care visits and difficulties with transportation: more than 60% of older people in low-income countries did not access health care because of the cost of the visit, the absence of transportation or an inability to pay for transportation.[@R1] Older people living in rural areas may have particular problems with transportation because care services are often concentrated in large cities far from their homes and communities. Consequently, multisectoral action involving the transportation sector in addition to social care is neeed.[@R5]^,^[@R8] In addition, health services could be located closer to where older people live.

Other widespread barriers to access arise from the failure of health services to take into account the limitations in physical capacity common in older people. There may be a lack of accessible toilets, long queues, physical barriers to access and communication barriers resulting from inadequate provision of information for people with hearing loss or visual impairment. Long waiting times and queues can be particularly challenging for older people with physical disabilities, restricted mobility or urinary incontinence.[@R9]^,^[@R10] Another important factor that discourages older people from seeking care or results in their disengagement from health services is the ageist attitudes that are widespread in many societies, even among health professionals.[@R11]

The ubiquity of these barriers means that, in addition to improving the coordination of care, integrated health-care services must be tailored to the specific needs of older people -- services should be provided without discrimination by age, close to where people live and within an infrastructure that is friendly to older people. The evidence suggests that integrated health care contributes to better health outcomes in older people at a cost equivalent to usual care.[@R12]^--^[@R15] Consequently, integrated health care gives a better return on investment than more familiar ways of working and helps older people to continue participating in, and contributing to, society.

Reorganizing health services
============================

Delivering age-friendly, integrated health-care services will require a transformation in the way health systems are designed. Services will have to be oriented around the needs of older people rather than around the needs of the services themselves. And, they will have to serve older people with a high and stable level of intrinsic capacity, those with a declining capacity and those whose capacity has deteriorated to the point where they require the care and support of others. Intrinsic capacity is defined by WHO as the combination of the individual's physical and mental (including psychosocial) capacities.[@R1] Functional ability, in contrast, relates to the combination and interaction of an individual's intrinsic capacity and the characteristics of the environment he or she inhabits.

A shift in the type of care older people receive is also needed: away from a singular focus on the management of specific diseases and conditions and towards care that aims to optimize older people's intrinsic capacity over their life course.[@R12]^--^[@R14] The aim is not to devalue good disease management but is rather to emphasize that an older person's physical and mental capacity should be the focus of, and the starting point for, coordinated health interventions.

Many people reach a point in older age when they are no longer able to perform the basic tasks of day-to-day life without assistance. They reach the stage of care-dependency, which is primarily addressed through long-term care systems. Nonetheless, health-care systems are still important for people with a serious loss of capacity -- these people may require ongoing disease management, rehabilitation, or palliative and end-of-life care. In addition, health-care systems must ensure timely access to primary, specialty and acute care when needed. Evidence exists that specialist, acute, geriatric wards can deliver higher-quality care with shorter hospital stays and lower costs.[@R15]^--^[@R17]

WHO's approach
==============

In the *World report on ageing and health*, WHO described the type of health care needed for ageing populations as "integrated health care for older people."[@R1] Care can be integrated at: (i) the macro level (i.e. at the policy or sector level); (ii) the meso level (i.e. at the organizational or professional level); or (iii) the micro level (i.e. at the clinical or interventional level).[@R18]^,^[@R19] Although WHO's approach to integrated health care for older populations spans all these levels, it emphasizes integration at the level of clinical care. In addition, it is also older person-centred, which means it adopts the perspective that older people are more than vessels for their health disorders and conditions; they are instead individuals with unique experiences, needs and preferences. People are also seen in the context of their daily lives, as part of a family and a community. Moreover, instead of being confronted by ageist attitudes, older people should have their dignity and autonomy respected and embraced in a culture of shared decision-making.

The key elements of WHO's proposed approach and their implications for health-care systems are described in [Box 1](#B1){ref-type="boxed-text"} in accordance with WHO's health system building blocks.[@R1]^,^[@R20] Integration at the level of clinical care is especially important for older people: they should undergo comprehensive assessments with the goal of optimizing functional ability and care plans should be shared among all care providers. Integrated health care for older people can best be achieved by bringing services together around their needs using a person-centred approach and there should be a strong emphasis on case management, support for self-management and ageing in place (i.e. community-based care).[@R21] This approach is supported by observational studies and systematic reviews, though investigations were often limited in terms of the scope of the intervention, the outcomes assessed or the population studied and they were usually conducted in high-income countries ([Box 2](#B2){ref-type="boxed-text"}).

###### **Key elements of WHO's approach to integrated health care for older people, 2015**[@R1]

Goal of integrated health care
------------------------------

All elements of integrated care for older people should be based on the individual's unique needs and preferences.

Micro-level integration
-----------------------

Clinical care
-------------

Integration at the clinical care level is especially important for older people and should include: (i) comprehensive assessment; (ii) a common treatment or care goal based on the individual's intrinsic capacity and functional ability; and (iii) a care plan that is shared among all care providers.

Meso- and macro-level integration
---------------------------------

Service delivery
----------------

Important aspects of service delivery for older people include: (i) active case-finding and management; (ii) community-based care; and (iii) home-based interventions. In addition, service delivery must be anchored to a strong and well-performing primary health-care system. Support for self-management provides older people with the information, skills and tools they need to manage their health conditions, prevent complications, maximize their intrinsic capacity and maintain their quality of life. Community engagement enables existing resources to be employed and helps provide support for older people and their families.

Health workforce
----------------

Health-care workers require several key competencies to provide good-quality care for older people. Training reforms are necessary to ensure they have these skills. In addition, a critical mass of specialist geriatric expertise is needed for more difficult and complex cases. Moreover, health-care workers should be deployed in a manner consistent with the objective of providing person-centred, integrated care for older people -- for this purpose, multidisciplinary teams are essential. In some contexts, care coordinators and self-management counsellors might be needed.

Information and data
--------------------

Electronic health records and shared data platforms can capture, organize and share information about individuals and clinical populations. This information can help identify older people's needs, plan care over time, monitor responses to treatment and assess health outcomes. Information systems can also facilitate collaboration between different health-care workers and between health-care teams and their patients, who may be located in a range of settings or geographic locations. Standard assessment measures should be reviewed to ensure they are assessing outcomes important to older people, namely intrinsic capacity and functional ability.

Health-care infrastructure, products and technology and vaccines
----------------------------------------------------------------

The physical infrastructure of health centres and hospitals should be designed in an older age-friendly manner. In addition, older people should have access to essential medicines and to assistive and medical devices that will enable them to remain healthy, active and independent as long as possible.

Financing
---------

Policy on health financing should be aligned with the goals of universal health coverage for ageing populations, which is defined by WHO as all people having access to the health services needed without risking financial hardship by accessing them. Joint funding across health and social care sectors would help ensure coordination and efficiency and is particularly important for ageing populations.

WHO: World Health Organization.

###### Evidence supporting WHO's approach to integrated health care for older people, 1991--2015

Focus on intrinsic capacity^a^
------------------------------

Focusing on intrinsic capacity is more effective than prioritizing the management of specific chronic diseases.[@R12]^--^[@R14] It helps avoid unnecessary treatment, polypharmacy and their side-effects.[@R8]^,^[@R22]^,^[@R23]

Comprehensive assessments and care plans
----------------------------------------

Comprehensive assessments and care plans harmonize clinical management across different care providers and unite providers around a common goal.[@R24] For people admitted to hospital, these assessments and plans can minimise the potential risk and harms of hospitalization and can facilitate successful discharge home.[@R16] For people discharged to long-term care, these assessments and plans can facilitate follow-up and provide an essential link between health and social care.[@R25]

Case management
---------------

Systematic reviews have reported that case management improves intrinsic capacity, various aspects of medication management and the use of community services.[@R13] Case management also improves health outcomes in older people and has clinical benefits for people with several chronic illnesses.[@R26]

Support for self-management
---------------------------

Structured self-management programmes have been shown to improve a wide range of outcomes in older adults. Improvements have been observed in physical activity,[@R27]^--^[@R29] self-care,[@R27] chronic pain[@R30] and self-efficacy.[@R27]^--^[@R30]

Home-based interventions
------------------------

Home visits by health professionals in the context of community-based programmes have been shown to have positive effects. A review of 64 randomized trials found that home visits were effective when they included multidimensional assessments and were carried out five or more times: the greatest overall effects were reductions in emergency department visits, hospital admissions, the length of hospital stay and the number of falls, and better physical functioning.[@R31] To be as effective as possible, home-based services must be complemented by strong links to primary health-care services, must include scheduled follow-ups and must be restricted to people at a low risk of death.[@R32]

WHO: World Health Organization.

^a^ Intrinsic capacity is defined by the World Health Organization as the combination of the individual's physical and mental (including psychosocial) capacities.

Synergies with existing approaches
==================================

Numerous frameworks for organizing care for older people have been developed and are used in different parts of the world.[@R33]^,^[@R34] In addition, chronic care models, which share features with models designed for older people, have also been developed and implemented internationally.[@R35]^--^[@R38] Although a full review of these models is beyond the scope of this paper, they have many features in common with WHO's proposed approach to integrated health care for older people, including: (i) standardized assessments and care plans shared among all providers; (ii) shared decision-making and goal-setting; (iii) support for self-management; (iv) multidisciplinary teams; (v) unified information or data-sharing systems; (vi) community linkages or integration; and (vii) supportive leadership, governance and financing mechanisms.

Some small differences between models exist, which probably resulted from the different contexts in which they were developed or from variations in their intended applications. For example, there are differences in the models' target outcomes, in the position and prominence of social services in the model and in the relative emphasis placed on macro-, meso- and micro-level actions. Crucially, WHO's approach places the older person at the centre of service delivery; other models may take into account families, health-care workers and community members.[@R36]^,^[@R38] In addition, WHO's approach gives prominence to integration at the level of clinical care, though action at the macro level, involving elements of the health system, is also important.

Overall, WHO's approach to integrated health care for older people is consistent with WHO's more general framework on integrated, people-centred health services, which was adopted by the Sixty-ninth World Health Assembly in 2016.[@R39] The framework calls for a change in the way health services are funded, managed and delivered and proposes five interdependent strategies that must be implemented to enable health services to become more people-centred and integrated: (i) engaging and empowering people and communities; (ii) strengthening governance and accountability; (iii) reorienting the model of care; (iv) coordinating services within and across sectors; and (v) creating an enabling environment.[@R40] In particular, WHO's guidance on integrated health care for older people meets the requirement to base service priorities on an individual's needs throughout their life course, as expressed in strategy (iii) of WHO's framework on integrated, people-centred health services.[@R40]

Integrated care for older people in practice
============================================

Documented examples of integrated care for older people are scarce, particularly from low- and middle-income countries. Several examples were noted in the *World report on ageing and health*,[@R1] but most focused on a specific aspect of older people's health or of the care system and did not adopt a truly comprehensive approach to changing health care for older people.

Moreover, it is difficult to assess or compare different programmes because little direct evidence is available on the way integrated health care was provided for older people or on its extent. Often terminology varies between programmes, as does the range of factors that should be included in, or excluded from, analyses. One key issue is the distinction between integrated care (which can be considered as including social care) and integrated health care. The information currently available is derived mainly from case studies, which exhibit large variations in the way integrated care was implemented in practice and in how programmes were evaluated. For example, the European Commission published a guide to innovative healthy ageing programmes being implemented in more than 30 regions, cities and communities in Europe -- many featured the reform of some aspect of integrated care but descriptions of the programmes varied widely.[@R41] Only a few structured, cross-case analyses have been carried out.

Exemplar national programmes do exist but they tend to have been implemented at a subnational, governmental level or in a small geographical area.[@R1] A few countries, such as Singapore and Scotland in the United Kingdom of Great Britain and Northern Ireland,[@R42] have made substantial improvements in care for older people at the national level. However, programmes in most countries are characterized by a more ad hoc approach: integrated care may be delivered in a municipality or a subnational region but not yet have taken hold across the country. Two studies on seven subnational integrated care programmes for older people, all in high-income countries (examples in [Table 1](#T1){ref-type="table"}) found a range of different types of integration. The types ranged from fully-integrated health and social care to approaches that built alliances to coordinate care -- these alliances were often based on contractual relationships between otherwise separate partners.[@R42]^,^[@R45] Additionally, numerous countries and organizations are working on integrated care delivery models that can cope with the challenges presented by the increasing prevalence of chronic diseases and multimorbidity.[@R46]^--^[@R48] Although these models do not specifically target older people, their underlying principles are similar to those of WHO's approach to integrated health care for older people.

###### Experience with integrated health care for older people, worldwide, 1999--2016

  Country and programme                                                                                                   Principle features of integrated care programme^a^                                                                                                                                                                                                                                                                                                                                                                                                      Results
  ----------------------------------------------------------------------------------------------------------------------- ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
  Australia: coordinated care trials[@R42]^,^[@R43]                                                                       (i) Whole population approach, which encompassed improvements in access to, and in the delivery of, primary health-care services and in care coordination within the community; (ii) care coordination for people with chronic and complex needs; (iii) information management and technology; and (iv) the creation of robust mechanisms to resolve conflicts.                                                                                         (i) Clients felt supported and less anxious and general practitioners were very satisfied; (ii) fewer emergency department visits and shorter hospital stays; and (iii) fewer referrals to community health services.
  Brazil: Ageing in the National Family Health Programme (case study)^b^                                                  (i) Home visits undertaken by a multidisciplinary team comprising a doctor, nurse and social worker; (ii) health workers were trained to assess frailty and functioning; and (iii) strong referral links to primary health-care clinics were established.                                                                                                                                                                                               (i) Results have not yet been documented.
  Canada (Province of Quebec): Program of Research to Integrate Services for the Maintenance of Autonomy (PRISMA)[@R44]   (i) Coordination between decision-makers and managers; (ii) single entry point to care; (iii) case management; (iv) individualized service plans; (v) single assessments; (vi) focus on clients' functional autonomy; and (vii) computerized clinical chart for communicating between institutions on client monitoring.                                                                                                                                (i) Increased client satisfaction and empowerment; (ii) lower incidence of functional decline; (iii) fewer unmet needs; (iv) fewer emergency department visits and hospitalizations; (v) no increase in consultations with health professionals or in the need for home care services; and (vi) better system performance at no additional cost.
  Thailand: "Friends Help Friends" project (case study)^c^                                                                \(i\) Long-term care lead by the health ministry; (ii) support for informal carers who are providing long-term care; (iii) informal carers and community volunteers are formally engaged in the system and carry out home visits and functional assessments; and (iv) a health professional linked to the nearby health centre provides supervision and logistic support.                                                                               (i) Results have not yet been documented.
  United Kingdom (England): case study programmes[@R42]                                                                   (i) Real integration involving vertical integration (i.e. hospital to home) and horizontal integration (i.e. multidisciplinary teams); (ii) people in the community with complex needs targeted; (iii) multidisciplinary teams comprising care coordinators, community nurses, occupational therapists, physiotherapists and social workers; and (iv) funds from National Health Service clinical commissioning group and local authority are pooled.   (i) Increased staff motivation and positive evaluations from general practitioners; (ii) shorter waiting times before receiving long-term care support; (iii) fewer emergency admissions; (iv) fewer bed days and shorter hospital stays; (v) fewer residential home placements; and (vi) better system performance at no additional cost.

^a^ Information was obtained from the *World report on ageing and health*.[@R1]

^b^Eduardo Augusto Duque Bezerra, Pernambuco State Health Secretary, Personal communication, 2015.

^c^Ekachai Piensriwatchara and Puangpen Chanprasert, Department of Health, Ministry of Public Health, Thailand, Personal communication, 2015.

Future challenges
=================

Several factors appear to be limiting the widespread adoption of integrated care for older people, including a lack of political commitment, gaps in general knowledge about integrated care, problems with implementation and inadequate sharing of experiences with integrated care internationally.

The inherent complexity of organizing and delivering coordinated care for a large older population can be discouraging and can undermine efforts to introduce and scale up programmes. Moreover, as older people vary considerably in their level of intrinsic capacity, a wide range of clinical interventions must be made available and appropriately targeted. Further, the older person's capacity can change rapidly, which means that the care system must be able to respond quickly to changes in need with updated care plans and services. In addition, any reform of the care system designed to provide truly integrated, person-centred care for older people must involve a range of different organizations and providers, including both health care and social care providers and providers in sectors such as transportation. Political and administrative leaders might look at the scale of the task and conclude it requires too great an effort to warrant action.

A further complication is the lack of evidence showing that integrated care for older people can produce cost savings. To date, studies have demonstrated that coordinated care is cost-neutral -- integrated, person-centred care can be delivered for roughly the same cost as standard care.[@R49] The lack of a demonstrable impact on cost might make decision-makers even more reluctant to consider integrated care. However, it is important to note that, although an initial investment (e.g. for training and additional personnel) is necessary, over the medium to long term, cost savings are to be expected, due, for example, to less duplication and better coordination of services. Integrated care should be regarded as a lengthy journey that necessitates a long-term perspective.

Another challenge is inadequate sharing of knowledge between programmes and countries. At the global level, WHO and other bodies have started to collate information on outcome indicators as part of efforts to establish a measurement basis for WHO's framework on integrated, people-centred health services.[@R39] However, knowledge about the implementation and spread of initiatives in the field of ageing does not flow freely. This is partly due to a lack of consensus on the definitions of widely used concepts, such as integrated care, person-centred care and people-centred care, and a lack of measurement tools. Consequently, there are no clear criteria or measures for determining whether, and to what extent, integrated care for older people is actually being delivered in any particular setting.

There is also a lack of consensus on what constitutes a positive outcome for older people. Traditionally, health-care research has used indicators of disease, disability, longevity, patient and provider satisfaction, health-care utilization, hospitalization, institutionalization and cost. In contrast, the main aim of integrated care for older people is not to manage disease or prolong life but is, instead, to optimize older people's intrinsic capacity over their life course and, hence, ensure healthy ageing. A different set of outcome indicators is needed -- indicators that reflect intrinsic capacity, functional ability, quality of life and the attainment of goals defined by the older person. Some indicators already exist but others have still to be developed. In addition, it is crucial that any measurement tools used with older people are validated in low- and middle-income countries.

Finally, only a few easily accessible, policy guidance and implementation tools for countries at different levels of development exist. Policy guidance documents and implementation tools have been developed mainly in high-income countries and their applicability to other countries and regions, and to low- and middle-income countries in particular, remains unclear.

In general, the focus of clinical care for older people has to undergo a fundamental shift. This does not mean that existing organizational structures must merge but, rather, that a wide array of service providers must work together in a coordinated way. Experience to date indicates that most programmes designed to provide integrated care for older people have taken a bottom-up approach to change and have been supported by higher-level policy and by mechanisms for sharing financing and accountability within teams. Nevertheless, few evaluations of these programmes have been done and little attention has been paid to how they might be adapted for low-resource settings. Moreover, the lack of a consensus on definitions and outcome indicators makes it even more difficult to draw firm conclusions from past experience.

In conclusion, achieving the goals of WHO's global strategy and plan of action on ageing and health[@R2] requires political commitment to integrated health care for older people, the development of coherent health systems policy, and normative guidance on the implementation and evaluation of integrated care both nationally and internationally.
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